MISSOURI! DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH —62—-0361'75
DEPARTMENT OF PUBLIGC HEALTH AND szrMBlBi—mmm an i Nol...QOB 9638 STATE FILE NUMBER

DO NOT WRITE AMENDED Registration D"""_’_.N" e —— e eSS NO. e
ON THIS STUB

1. RULACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. M institution: Residence bhefore
. COUN . . i
a. COUNTY a. STATE Mo. b. COUNTY St.Lauis admission)

b. C‘IJLY {If outside corporate limits, give TOWNSHIP only) Length of stay in Ib <. CITY Inside Limits

TOWN S‘b.wis 3 days . Tg\R’VN Iemay Yes)(1 No O

c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location} Reside on Farm
HOSPITAL OR

iNstiruTion  Bethesda Hospital Yes O NoQl rooeess 135 E.Felton ave, Yee O Mo (X

. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

{Type or print} John w. G ebherdt DS\FTH OQtober 6 1962

5. SEX 6. COLOR OR RACE 7. Married O Naver Married {J |8. DATE OF BIRTH | 9- AGE (last birthday) | IF U:ih!:El! 1 YEAR IF UNDER 24 HR
Mor Min.

Male White widowed [ Oiveresd O (£ oy _ygam| 75 Pevt | Houn

10a. USUAL OCCUPATION (Give kind of work done lObﬁ(lNDfF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or country) | 12, CITIZEN OF WHAT COUNTRY

uri f working life, aven if retir )
during most of g life ; » atired) oetge 80- Oz} llle’ MO. UsSa
13a. FATHER'S N. . 13b. MOTHER’S MAIDEN NAME 14. NAME OF RU: USBAND OR WIFE
Williem Gebhardt Elizabeth Earley Cetherine
15. WAS DECEASED EVER ‘IN U.S. ARMED FORCES? 118, SOCIAL SECURITY NOQ. 17. INFORMANT Address

(Yn no, or unknown)l {If yas, give war or dstes of servic ca therine Gebha rdt, 13 5 E.Fe]_t,on

18. CAUSE OF DEATH (Enter only one cause per line f INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (2] ‘H_Y_F_n_siliu.__w 5 Ahr_
. - -
Conditions, If any, DUE TO (b} M . X M

which gave nn(?'o
sbave cause {a),

stating the under- 52 2-*\
lying cause last. DUE 1O (¢}

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tcrmmal PART |1l if deceasnd was  femala was
diseasa condition given in PART | {a) there a pregnancy in lmt 90 days.
I [ Yes O Neo [1 Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in PART | or PART 11 of item 18,}
PERFORMED? [u] m} O
vEsO No @

20c. TIME OF  Houl  Manth, Day, Yesr |
INJURY a.m.
p.m.

20d. INJURY DCCURRED 2Ce. PLACE OF INJURY [e.g., in or about home, [ﬂ CITY, TOWN, OR LOCATICN COUNTY

V$ 300
Rev. 4/59

TTa40801 |

DATE AMENDED

£

1

!

9
10

DOCUMENT

i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

-
w

Q

MEDICAL CERTIFICATION

WHILE AT WORK OJ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

21, | asttended the deceased fromj_%m_ m_‘lMuz_nnd last saw '"m alive M_Q_M" 2
m on the date stated above, and 1o the best of my knowladge, fromtbocaumthod

Death occurred at.

22a. SIGNATURE (Degree or title} 2b. ADDRESS ) 2. DATE SIGNED

no aoq S| C"quM j:@gzz_
23a. BURIAL, CREMATION, [ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LORATION (Gty, town] or county) (Stare)
REMOVAL (Specify)

- Mo g EME L0 U 8 F R I‘ema M »
Relnoval 10-9 196 s Ie = C DATEECD BY LOCAL R566002ﬁ PEGISTR S? aiqi:l /7?"90
0CT 8 19 - ‘o

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

n )
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
fs e : cv et tel AN Jatai gag | b
or by .t Student Embalmer No.

v
. .

- 1 - -,
. Lo e 5.
working under my personal supervision, X

Student : Signed //é{;& d, M

Signature of Student Embalmer

‘ Licensed Embalmer No /4 76 ;‘

P.O. Adaressw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
v oaTE +df this body is not embaimed, fecr should be so stated above, s

>

1

e
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